A postal questionnaire was sent to all consultants and specialist trainees in the West Midlands about the use of spinal boards in the accident and emergency (A&E) department. Response rate was 70%. There was widespread use of boards in A&E despite an ATLS recommendation to the contrary. Hospitals should review their policies on use of spinal boards within the department, using the evidence available to determine the best means of immobilisation. (JAccid Emerg Med 1998;15:108-109) 
The role of the spinal board within the accident and emergency (A&E) department has been challenged recently.' It was originally developed as an extrication device using its smooth surface to allow a person to be slid out of a vehicle. However, it is difficult to remove him from the board in the field and therefore the patient is most commonly transported to the A&E department on the spinal board. The non-conforming nature of the board means that pressure points are exposed to high interface pressures2 and there is a risk of pressure sores developing. In addition, the shape of the board does not conform to the shape of the spine.
Alternatives include the vacuum splint, which provides better immobilisation of the trunk with less slippage on a gradual lateral tilt; the backboard with head blocks, which is slightly better at immobilising the head' ; and the vacuum mattress, which has disadvantages in prehospital use but may be preferable in hospital.4
The aim of this study was to determine how spinal boards are used within the A&E depart- (4), difficulty moving the patient on a board (4), inappropriate use of the board (4), the non-conforming nature of the board (4), preventing proper examination (3), and scaring the patient (2).
Discussion
There is widespread use of spinal boards within the A&E department. Advanced Trauma Life Support (ATLS) clearly states that the long board is for use "before and during transfer"5 and not for use within the A&E department. This survey reveals that senior staff are well aware of the risks of spinal boards. However, boards remain the preferred method of immobilisation despite evidence that other surfaces are less hazardous and possibly give better support.2 The reasons for preference of the spinal board are not clear.
It is understandable that if a patient is brought to A&E on a spinal board then initial resuscitation should take priority over removal from the board. However, many clinicians delay removal well beyond this time. Even the best boards will affect the quality of x rays taken through them-another reason for removal before the end of the primary survey. The patient will often have been on the board for at least 15-30 minutes before arrival in the A&E department and therefore tissue damage may already be occurring. Many place the patient on a board after arrival in A&E. In these circumstances, the use of a vacuum mattress would be preferable. It may be that ATLS has introduced people to the spinal board but has not made them sufficiently aware of their problems or the alternatives available.
Hospitals should review their policies on use of spinal boards within the department using the evidence available to determine the best means of immobilisation within the A&E department. 
